We read with great interest the best evidence topic by Toufektzian et al. on postoperative mechanical ventilation (MV) predisposing to bronchopleural fistula (BPF) formation in patients undergoing pneumonectomy [1] .
The authors concluded that the majority of the reported studies showed a significant relationship between MV after pneumonectomy and the occurrence of BPF and that every effort should be made to achieve extubation at the earliest possible time to withdraw the effects of the continuous barotrauma on the bronchial stump.
With this comment, we want to extend the discussion by highlighting that, if MV is needed after a pneumonectomy, a lung protective strategy that takes the unique physiology after pneumonectomy into account should be utilized.
We have previously highlighted this approach in the unique situation of a lung transplantation (LTx) [2, 3] . An important aspect unique to LTx is that the size of the transplanted lungs can differ significantly from the size of the recipient's thoracic cavity. In a study of bilateral LTx recipients, tidal volumes during MV were substantially higher if the allograft was undersized compared to oversized allografts, when tidal volumes were indexed to donor predicted body weight (as an estimate of the actual size of the allograft) [2] [3] [4] . We recommend that the setting of the tidal volume in LTx should be based on donor characteristics (as a parameter of actual allograft size) [2] [3] [4] [5] .
Similarly, we would recommend utilizing a lung protective MV strategy that is based on the size of the remaining lung after a pneumonectomy. We believe that a lung protective strategy based on the physiology unique to a pneumonectomy minimizes the risk for ventilator induced lung injury of the remaining lung, minimizes barotrauma and the duration of MV.
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